Housing developments within each city were the units of randomization by which intact social groups were allocated to intervention and control conditions. Baseline and 12-month follow-up population risk characteristics were assessed by surveying 690 women at both time points. In comparison to women in the control condition developments, women in the community intervention developments reported significant reductions in frequency of any unprotected intercourse and increases in the percentage of condom-protected intercourse occasions. Condom redemption rates were nearly twice as high in the community intervention developments, and these changes were corroborated by changes in other risk indicators, such as increased HIV risk knowledge, condom-carrying behavior and conversations with male partners about condoms. The scope and urgency of the HIV epidemic requires the development and evaluation of behavior change intervention strategies directed toward communities and large community segments at risk for increased incidence of new infections. While a number of previous studies had shown the efficacy of cognitive-behavioral interventions offered to motivated volunteers participating in individual or small group programs, the prevention of HIV infection urgently required the evaluation of larger scale trials that could reach larger numbers of people.
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Abstract
The scope and urgency of the HIV epidemic requires the development and evaluation of behavior change intervention strategies directed toward communities at risk for increased incidence of new infections. Based on diffusion of innovation and social cognitive theories, a randomized, multisite community-level HIV prevention trial was undertaken with women living in 18 low-income housing developments in five U.S. cities.
Following a series of formative research activities, a multicomponent intervention was implemented in the experimental intervention condition developments. The intervention included: (1) inviting women regarded as opinion leaders to attend focus groups and a foursession risk reduction workshop; (2) forming Women's Health Councils (WHCs) to recruit female residents to participate in the workshops; and (3) assisting each WHC to carry out community events to reach all residents and support risk reduction efforts.
Housing developments within each city were the units of randomization by which intact social groups were allocated to intervention and control conditions. Baseline and 12-month follow-up population risk characteristics were assessed by surveying 690 women at both time points. In comparison to women in the control condition developments, women in the community intervention developments reported significant reductions in frequency of any unprotected intercourse and increases in the percentage of condom-protected intercourse occasions. Condom redemption rates were nearly twice as high in the community intervention developments, and these changes were corroborated by changes in other risk indicators, such as increased HIV risk knowledge, condom-carrying behavior and conversations with male partners about condoms. Community-level interventions that involve and engage women in neighborhoodbased HIV prevention activities can bring about reductions in HIV risk-related sexual behavior.
Efforts to enhance the sustainability of the intervention, current research activities to extend this approach to other at-risk communities, and strategies to effectively disseminate these findings are discussed. 4 HIV/AIDS and Women AIDS is the leading cause of death in sub-Saharan Africa and the fourth leading cause of death worldwide (UNAIDS, 2001) . Global estimates of the HIV/AIDS epidemic indicate that 40 million adults and children were living with HIV/AIDS at the end of 2001 and more than 20 million have died; half of the infected adults are women and nearly 2 million women were newly infected HIV during 2001 alone (UNAIDS, 2002) . HIV infections are occurring among more than 40% of all pregnant women in some locations in southern Africa (UNAIDS, 2002) .
HIV prevention efforts must be implemented to reduce the effect and spread of HIV/AIDS. It has been boldly stated, that if the HIV prevention successes achieved in some countries were expanded to a global scale by 2005, about 29 million new infections could be prevented by 2010 (Stover et al., 2002) . Otherwise, 45 million new infections were estimated to occur by 2010. The immediate implementation of a comprehensive set of interventions could greatly alter the course of the AIDS epidemic, and potentially reverse it (Stover et al., 2002) .
Since the onset of the HIV/AIDS epidemic in the United States, rates of HIV/AIDS among women has steadily increased. The number of women with AIDS has risen steadily from a cumulative percentage of 6.7% of all AIDS cases in 1986 to 18% in 1999. Additionally, by 1999, women accounted for 23% of all new AIDS diagnoses and 32% of all newly reported HIV diagnoses (Hader et al., 2001 ). Minority women have been particularly affected. Currently, African American women make up 61% of all AIDS cases among women, and African American and Latina women, together, account for almost 75% of all HIV infections among women between the ages of 13 and 24 (Hader et al., 2001 ).
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The scope and urgency of the HIV epidemic requires the development and evaluation of behavior change intervention strategies directed toward communities and large community segments at risk for increased incidence of new infections. While a number of previous studies had shown the efficacy of cognitive-behavioral interventions offered to motivated volunteers participating in individual or small group programs, the prevention of HIV infection urgently required the evaluation of larger scale trials that could reach larger numbers of people.
Following the implementation of a successful multi-city randomized intervention trial testing a social diffusion model that identified, trained and engaged small cadres of popular opinion leader gay males in sixteen small U.S. cities to serve as behavior change agents to their peers, we sought to determine whether this norm change intervention could be modified to address cultural and social issues related to behavior change among communities of low-income women living in urban housing developments.
Theoretical Basis Underlying the Community-Level Approach for Initiation and Maintenance of
HIV Risk Reduction
In the mid-to-late 1990's, and to a certain extent to date, the state-of-the science in HIV prevention interventions was the use of risk reduction and skills training in small group programs based on social cognitive or cognitive behavioral change principles (e.g., Bandura, 1986; Fishbein & Ajzen, 1975; Fisher & Fisher, 1992) . These approaches incorporate such elements as: skills training in condom use, sexual assertiveness and negotiation, risk behavior selfmanagement, and risk reduction personal problem solving; exercises to strengthen behavior change intentions and self-efficacy for enacting change; and reinforcement of behavior change efforts. Numerous studies have provided convincing evidence that theoretically-based, culturally-tailored interventions can produce significant reductions in high-risk behavior 6 practiced across many populations (e.g., DiClemente & Wingwood, 1995; Jemmott et al., 1992; Kelly et al., 1989) . Thus, these HIV prevention approaches are now being disseminated for implementation by community based organizations and AIDS service organizations.
However, these models--by focusing primarily on individual rather than social environmental change--may have limited long-term effectiveness, especially if peer group norms, peer models, and social reinforcement do not also function to support the individual's behavior change efforts, and may reach limited numbers of people. More recently, communitylevel interventions (Kegeles, Hays, & Coates, 1996; Kelly, Murphy, Sikkema et al., 1997; Sikkema, Kelly, et al., 2000; Lauby, Smith, Startk, Person, & Adams, 2000; Sikkema, et al 2002; Stephens, Simpson, Coyle, McCoy, and the National AIDS Research Consortium, 1993; CDC AIDS Community Demonstration Projects Research Groups, 1999) that are based on the assumption that HIV prevention outcomes will be most successful when individuals' behavior change efforts are systematically supported by peer group norms consistent with risk reduction and reinforcement in one's social environment, have been successfully undertaken. The conceptual foundation for some of these community interventions suggests that skills training is the first component of a larger process necessary to promote meaningful and sustained risk behavior change. From a cognitive social learning perspective, behavior change is best initiated, and is only likely to be well-maintained, under conditions where it is also supported by the presence of change models, peer norms, and expected positive social reinforcement contingencies (Bandura, 1986; Fisher & Misovich, 1990; Winett et al., 1990; . To the extent that peer and social environmental factors and models serve to support and reinforce behavior change efforts, changes should maintain and perhaps strengthen over time. If we teach and encourage persons to make HIV risk reduction behavior changes through structured small 7 group programs, but then "return" people to a social environment unlikely to support change, HIV prevention efforts will not have their maximum long-term impact. Clearly, to develop better ways to intervene we need not only to change the behavior of individuals, but also to change social networks and communities so that natural influence networks function in ways that reinforce the risk avoidance efforts of population members.
Diffusion of Innovation Theory
There has been a resurgence of interest in social diffusion theory as a potential means to induce changes in communities and population member behavior. Most of this research can be traced to work in the 1970's and 1980's by Rogers and his colleagues, who postulated that novel trends in a population typically occur when an innovation is first initiated by opinion leaders, adopted by "early adopters," and then diffuses in predictable fashion through the population under study (Rogers, 1983) . Mechanisms by which diffusion produces behavior change include modeling and observational learning, personal influence, induction of beliefs that the innovative change will bring about benefits, and creation of new social norms (Bandura, 1986; Parcell, Perry, & Taylor, 1990; Rogers, 1983) . How efficiently innovations diffuse depends upon the nature of the innovation, characteristics of the early-adopting innovators, and population characteristics. Diffusion occurs most readily when trend setters exhibiting the innovation are well-liked, credible, and regarded positively by population members, and when there are a sufficient number of early-adopting trend setters and sufficient social/communication connectedness in population social networks to facilitate the diffusion process (Bandura, 1986; Rogers, 1983) . With respect to HIV prevention, innovative trends that one seeks to produce among presently high-risk population members include: increased communication between sexual partners about AIDS and health concerns; adoption of safer sex practices and condom use; 8 and deferral of sexual activity under risk-producing circumstances or at times when an individual does not want to have sex. In contrast to such highly visible and readily observable innovations as clothing fashions, haircut styles, and public exercise regimens, sexual behaviors typically occur in private and are rarely directly observed by others. For that reason, innovative trends concerning HIV risk reduction are communicated primarily by conversation and description of behavior, although personal experience with sexual partners undoubtedly also influences normative perceptions.
Social Cognitive Theory
Social cognitive theory also provides a useful conceptual framework for understanding principles that can support the risk reduction efforts of population members. Modeling processes have long been known to influence behavior learning and behavior performance in a wide variety of areas. While models can be live, symbolic, or portrayed, peers who are liked, admired, and viewed as competent exert a particularly strong influence on observer behavior (Bandura, 1986 ).
Perceptions about whether members of one's social reference group adopt or have not adopted, encourage or discourage, and support or oppose risk avoidance steps such as condom use or refusal to have sex can also influence one's own sexual behavior practices (DiClemente, 1991; Kelly, Sikkema et al., 1995; Sikkema et al., 1995; . Social cognitive theory posits the importance of expected reinforcing consequences on behavioral enactment (Bandura, 1986) . To the extent that risk avoidance is expected to be socially reinforced--and actually is reinforced--HIV preventive behavior changes will be more sustainable. External social reinforcement can strengthen individuals' intentions, skills, and willingness to enact steps to avoid risk. Over time, externally-delivered reinforcement can lead to internalized patterns of self-reinforcement and self-instruction related to behavior change. 
Background on Community Intervention Trial Development
Interventions for gay men based on social diffusion theory. The initial study, in a series of HIV prevention community-level intervention projects, focused on men patronizing gay bars in sixteen small U.S. cities (Kelly, Murphy, Sikkema, et al. 1997) . The gay bars were well-defined social communities with stable and relatively nontransient populations. Based on social diffusion theory, popular opinion leaders (POLs) were identified and recruited from among different social networks of bar patrons. The cadres of POLs were trained over four weekly sessions to model and endorse safer sex behavior change recommendations to their peers in order to change the social norms related to HIV risk behavior. Eight matched city pairs were identified and randomly assigned to receive the opinion leader norm change community intervention or a control condition of HIV educational brochures and condom availability. Risk behavior surveys were conducted with all men entering the bars during 3-night periods at baseline and at one-year follow-up. Population-level rates of risk behavior decreased significantly in the intervention cities compared with the control cities at one-year follow-up, after exclusion of surveys completed by transients and men with exclusive sexual partners. In a city-level analysis, we found a reduction in the mean frequency of unprotected anal intercourse during the previous two months (baseline/follow-up respectively, intervention 1.68/0.59 occasions; control 0.93/1.29; p=.04) and an increase in the mean percentage of occasions of anal intercourse protected by condoms (intervention 44.7% -66.8%; control 62% -58.7%; p=.02) in the intervention cities.
Increased numbers of condoms taken (increase of 65% from baseline to follow-up) from dispensers in intervention city bars corroborated risk behavior self-reports. Popular and wellliked members of a community who systematically endorse and recommend HIV risk behavior can influence the sexual risk practices of others in their social network. This study is believed to 10 have been the first randomized, controlled trial of a community-level intervention to reduce HIV sexual risk behaviors.
Intervention research with communities of at-risk women. An important next question was
whether this community-level HIV prevention intervention would have a similar effect with different and more disadvantaged populations, and in settings other than bars. We extended the community-level HIV prevention models to impoverished and predominantly minority women who live in low-income, inner-city housing developments (Sikkema et al., 2000) . In addition to serving as a venue to reach women at risk for HIV, housing developments were selected as the site for the community-level intervention for two methodological reasons: (1) based on residents' demographic characteristics and size and type (e.g. cluster-level) of development, we planned to identify pairs of matched sites that would allow to us to randomize to condition and analyze findings at the level of housing development; and, (2) the total number of female residents could be ascertained, thus providing a "denominator" for determining the extent to which we assessed representation of the housing development community. The project was conducted with women in 18 low-income housing developments in Milwaukee, Cleveland, Seattle, Rochester, NY, and Roanoke, VA.
In the work with gay men, risk reduction followed an intervention in which opinion leaders were engaged to model and endorse safer sex behavior change recommendations to their peers.
However, gay men constituted a population already quite sensitized to the threat of HIV, often with strong intentions to enact change, considerable experience in safer sex practices, and relatively few life stressors related to disadvantage. For a population such as this, relatively high in "readiness to change" (Prochaska & DiClemente, 1983) , the induction of improved normative supports for behavior change was "enough" of an intervention to bring about reductions in risky 11 behavior. In the study involving communities of minority women in low-income housing developments, results of formative and baseline survey studies revealed a different pattern. As reported in a series of recent publications, many disenfranchised women had: low levels of risk sensitization; weak behavior change attitudes intentions and efficacy beliefs; little experience in condom use; weak perceived norms concerning risk avoidance; and competing life stressors (Heckman et al., 1996; Sikkema et al., 1995; Wagstaff et al., 1995) . In this context, simply enlisting opinion leaders in the housing developments to endorse risk avoidance norms in conversations with friends seemed an overly narrow and insufficient approach unlikely to produce substantial behavior change.
An effective intervention for disenfranchised women would need to include multiple elements and components, derived from both social cognitive and diffusion of innovation theory, to help women acquire AIDS preventive skills, attitudes, intentions, and efficacy beliefs, and provide normative and social supports.
Intervention Design, Development and Implementation Intervention Development.
A series of formative research activities, including elicitation interviews and focus groups with women and men, were conducted to identify potential risk reduction motivations and attitudes, perceived barriers to behavior change, and other personal and situational characteristics relevant to intervention planning. The nature of the intervention also required that we identify social interaction and social influence patterns within the community. While we were able to ascertain that HIV/AIDS was a concern for the women, daily life stressors had greater salience, power imbalanced relationships were a significant barrier to risk reduction, and concern was expressed related to discussing personal and sexual matters with other women in the housing 12 development that were not within women's social and familial networks. Based on the information gathered, three intervention models were developed and presented to women in focus groups in order to gather feedback on the most appropriate and socially acceptable. Each model varied on the level of assistance from research staff, involvement of female residents in implementing the intervention, and extent to which women initiated detailed risk reduction conversations with other residents. Interestingly, the selection of the intervention model was agreed upon across housing developments in various U.S. cities, and is the multi-component intervention described below.
Intervention Design and Implementation
Intervention condition procedures. A 12-month community-level intervention was undertaken in the experimental intervention condition developments. The intervention had 3 overlapping phases: (1) inviting cadre of women regarded as opinion leaders to attend a focus group to provide input on the planned intervention and a 4-session risk reduction workshop conducted in the development (2 months); (2) encouraging these women to form "Women's Health Councils" (WHCs) and to recruit female friends and neighbors to participate in the risk reduction workshop series (2 months); and (3) assisting each WHC to carry out community events to reach all women tenants and to strengthen behavior change intentions, attitudes and normative perceptions concerning risk reduction (9 months). Condoms and AIDS educational materials were made available to all women in the intervention condition developments.
Opinion leaders were identified in each intervention condition housing development at the time of the baseline survey by asking each female resident to name up to 5 women living in the same development who she liked most and trusted for advice. The cadre of key opinion leaders in a given experimental condition housing development was composed of women who 
Managerial, Political and Ethical Issues
A variety of cooperation building activities were conducted to enhance community collaboration and to reduce misunderstanding or potential conflict. Key informant interviews were conducted with a variety of individuals familiar with the housing developments and related community concerns. These system representatives included members of the tenant management organizations, health care professionals knowledgeable about service delivery to residents in the housing development, management or staff members of the housing development, socially influential residents, and neighborhood residents recognized as civic, social or political leaders.
The key informant interviews provided further information on the social networks in the housing development community and on other social and health programs underway in the community, 15 recommendations concerning logistics of intervention implementation, and perceptions of health and social problems affecting residents.
Support and approval was initially sought from Housing and Urban Development (HUD) local offices. Public housing authority records were reviewed to identify single, female head-ofhousehold housing developments in each city with similar tenant demographic characteristics.
Upon selection of matched pairs of housing developments, collaborative discussions were initiated with management to seek support and approval for the intervention trial. While most managers and staff were supportive, some expressed concern on topics ranging from reporting of illegal behaviors (e.g., illicit drug use, additional family members/male partners living in the household) to a desire to influence the intervention content (e.g., restriction on sexuality content to adhere to religious beliefs). To ensure privacy and encourage honesty among participants regarding sexual and substance use behaviors, anonymous surveys were administered and site specific data summaries were not provided to the housing management or reported in data analyses. Community acceptance of the "research" aspect of the study was enhanced by our willingness to offer HIV risk reduction workshops to women in the control condition developments (who also received educational brochures and condoms) following completion of the study. Lastly, we utilized research staff members that were familiar with issues faced by community members to facilitate community-based collaborative research and enhance cultural competence, to the greatest extent possible.
Success of the Design, Implementation and Analysis
Study Design
This research was conducted between 1994 and 1996 in 18 low-income, inner-city housing developments in 5 geographically diverse US cities: Milwaukee, WI; Roanoke, VA; After the baseline survey data were collected, the two developments composing each pair were assigned to either the intervention or the comparison condition, so that nine housing development populations received the experimental intervention and nine served as comparisons.
Within each pair, assignment of developments to one or the other condition was random, except in the case of one pair where the availability of meeting space and environmental constraints necessitated assigning one of the developments to the comparison condition. These two developments did not differ from one another in population risk behavior characteristics at baseline.
All households (in both the experimental and control conditions) with women older than 18 years were mailed packets that offered AIDS brochures and a coupon that could be returned to receive 10 free male condoms. The return request forms were coded to determine the housing development from which it came. An additional "order" form was included with the free condoms.
Follow-Up Assessments of Risk Behavior.
One year after the workshop intervention and two months following the last community events undertaken in the experimental condition housing developments, women in all 18 housing developments in the study were resurveyed to establish HIV risk behaviors and risk-related characteristics. Survey procedures used in the 12-month follow-up were identical to those used at baseline, except that the follow-up questionnaire also included several items used to assess the respondent's exposure to the intervention. We sought to determine whether, between the baseline survey assessment and the one-year followup, the intervention produced changes in sexual HIV risk behavior among women in the nine experimental condition housing developments relative to those in the control condition housing developments. Primary outcomes were the percentage of women reporting any occurrence of unprotected intercourse, the percentage of acts of intercourse protected by condoms, and the mean frequency of unprotected acts of intercourse in the past two months. We also examined corroborative changes in risk characteristics, including (1) rates of condom coupon redemption, (2) women's reports of talking about AIDS concerns and condoms with their sexual partners, (3) the number of women at each survey site who reported that they were carrying a condom or had a condom at home, and (4) other psychosocial risk-related variables.
Statistical Methods
Housing developments within each city were the units of randomization by which intact social groups were allocated to intervention and comparison conditions. The cohort of participants living in the study housing developments and surveyed at both baseline and 12-month follow-up formed the study population used to analyze the impact of the intervention. 18 Methods of analysis that account for intact social groups as the unit of randomization and the interdependence of data from members of these social groups have been developed for examining the effects of community-level prevention trials (Donner & Donald, 1987; Feldman & McKinley, 1994; Murray & Hannan, 1990) .
The analyses of response data were based on the use of housing developments as the unit of analysis and a mixed-model generalized linear model approach for hypothesis testing (Littell, Miliken, Stroup, & Wolfinger, 1996) . The model describing response Yijklm of individual m within development l(k) in city k and condition i at survey time point j is as follows:
The above model, a nested cohort design model for an individual's response, includes the grand mean component and terms for the effects attributable to the study condition (Gi), the survey time (Tj), the city (Ck), development [Dl(k)] within condition, and subject within development [Sm[l(k) ]], along with the interaction terms for condition and time (GTij), development and time (DTjl(k)), and subject and time (STjm[l(k)]). The effect attributable to city, development, and subject and the interaction effects of development and subject with time are random effects. Of primary interest for assessing the effectiveness of an intervention is the presence of an interaction effect due to the study condition by survey time (GTij), indicating that one study condition group changed patterns of sexual practices related to HIV risk more than the other study condition group over time. The SAS (Statistical Analysis System, Version 6.12) procedure Proc MIXED and the SAS macro GLIMMIX30 were used for estimating and testing in the generalized linear mixed model framework. This macro, which uses iteratively reweighted 19 likelihoods, fits the specified model by the method of restricted maximum likelihood estimation (REML) for parameter estimation. The SAS macro GLIMMIX enables the use of non-Gaussian residual error distributions in model specification. For study endpoints that represent frequency of an occurrence, such as the number of unprotected acts of sexual intercourse, the negative binomial model was used. For study endpoints that represented binary data, such as any unprotected sexual intercourse during the past 2 months, a logit model was used.
Results
Study Cohort
A total of 1265 women in the 18 housing developments were surveyed at baseline, representing 82% of all women living in the housing developments. At the 12-month follow-up (two months after the last community events were undertaken in experimental condition housing developments), 83% of all women in the same developments were surveyed. Completion rates by development ranged from 66% to 94%, but they did not differ by condition or assessment point. Of the 1265 women who completed baseline surveys, 690 were still living in the housing developments and completed the assessment at the 12-month follow-up; this included 351 women surveyed at both baseline and follow-up in intervention condition developments (51% of the baseline sample) and 339 women in comparison condition developments (49%). This group of 690 women constituted the study cohort used to analyze intervention outcomes. Before analyzing the intervention outcomes, we compared the baseline characteristics of the cohort of 690 women with those of all 1265 women who had completed a baseline survey. The women in the cohort did not differ from the other women in education, ethnicity, income, or characteristics of sexual relationships, although they were somewhat older (35.9 vs 31.4 years) and had lived in the developments longer. The study cohort was composed primarily of ethnic minority women 20 (75% African American, 20% White, 3% Hispanic, and 2% of other ethnicities), and their mean educational level was 11.6 years.
Effects of the Intervention on Sexual Risk Behavior Table 1 -maintaining other relationships with university-based prevention and care programs; -emphasizing a broader array of health concerns, including exercise and nutrition; and, -forming a tenant council (in a development where one did not exist) to serve as an advocacy-type group to address daily problems encounted by residents.
It is likely that none of the above activities, which developed following the formation of the WHCs to reduce HIV risk among women in the neighborhood, would have occurred without the support and encouragement of our research staff after completion of the research trial. These efforts, along with our offering the HIV risk reduction to women in the control condition housing 22 developments following study completion, contributed positively to the long-term university/community research collaboration across universities.
This multisite collaboration was maintained as our research team planned for the development and implementation of a community-level intervention trial for adolescents living in low-income housing developments, which is described below. The collaborative research relationships--spanning more than ten years, in some instances-were maintained through effective communication, leadership and respect, and were critical to the successful implementation of this series of studies on community-level HIV prevention intervention trials.
Use of Results
Community-level interventions that involve and engage women in neighborhood-based HIV prevention activities, in combination with skills training risk reduction sessions, can bring about reductions in high risk sexual behavior.
Application of the Popular Opinion Leader (POL) Community Intervention Model to Other
Populations As a continuation of this community-level intervention research project, a multiple component community-level intervention was recently implemented with adolescents ages 12 to 17 in urban housing developments (Sikkema et al., 2002) . In the study with women, we evaluated the effects of a multi-component intervention in relation to an educational brochure and condom distribution comparison intervention. A number of studies (e.g., Jemmott, Jemmott, & Fong, 1992; Rotheram-Borus et al., 1991; St. Lawrence et al., 1995) have reported the outcomes of small group risk reduction intervention undertaken with adolescents. Significant effects on sexual risk behavior have established this approach as the current "state-of-thescience" in HIV prevention among adolescents. Thus, similar to the study with at-risk minority 23 women, the purpose of the community intervention study with adolescents was to determine the effect of adding social and environmental norm support elements to individually focused risk reduction workshops.
To determine the effectiveness of the community-level intervention, 15 housing developments (5 sets of demographically-matched development triads) were randomly assigned to: (1) educational video only comparison condition; (2) HIV risk reduction skills training workshops only; or (3) workshops plus sustained HIV risk avoidance community norm change intervention. In the experimental condition, the workshop phase is followed by a community norm change intervention, in which the teen peer opinion leaders form a "teen health council" to develop and implement HIV prevention activities and events over a six month period tailored to the teens and families in their housing development. HIV risk characteristics surveys were administered through a computer assisted teen health assessment survey at baseline, 3-month post workshop intervention, and post community intervention (9-month post workshop) to determine the effectiveness of the community-level intervention.
The proportion of adolescents reporting initiation of first intercourse at the 9-month follow-up was 26% in education only, 23% in skills training, and 17% in community intervention developments (p<.05). The effect for delayed onset of first intercourse was stronger for male adolescents, and was related to age, family structure, and behavioral intentions and outcome expectations both related to risk avoidance. A multi-component community-level intervention that included social norm change was shown to be more effective than education or skills training alone in delaying the onset of first intercourse among adolescents.
The effectiveness and appeal of this community-level approach, including its cost effectiveness (Holtgrave, Quall, N.L., & Graham, J., 1996; Johnson-Masotti, under review; 24 Pinkerton, Holtgrave, DiFranceisco, Stevenson, & Kelly, 1998) , has resulted in a variety of ongoing research projects, including the cultural adaptation of the model in international settings.
The National Institute of Mental Health (NIMH) Collaborative HIV/STD Prevention Trial is a multisite network currently testing the popular opinion leader (POL) intervention model in various community settings in Russia, China, India, Peru and Zimbabwe.
Dissemination of Research Findings
Given the scope and urgency of the HIV pandemic, it is important to quickly develop strategies for disseminating research findings and transferring evidence-based HIV prevention interventions to those providing services in community-based and nongovernmental organizations. Based on the outcomes from the intervention trial with women in low-income housing developments (Sikkema et al., 2000) , a project implementation and evaluation manual was developed. We have distributed the manual upon request, but have not systematically Note. 95% CI = 95% confidence interval; NS = not significant. 
